The authors state that there have been few studies on the relationship between child maltreatment and physical health and specifically physical functioning. It is not clear what search was undertaken by the authors to establish this. There are literally thousands of papers exploring the effects of child maltreatment on a range of outcomes, I"d be surprised if there were not others on the relationship with physical functioning, especially measured by the sf 36 a very commonly used health status instrument. I note the authors do not reference the work of Springer and colleagues1 who have looked at this issue for Canada and the USA or Reeve and VanGool2 using Australian data. The authors might consider rerunning their search, or arguing the case for their study on different grounds (many of which are highlighted in their discussion). The study presents some useful results, noting that the characterisation of neglect and abuse can be considered wellspecified, being based on early 3rd party assessment for neglect, at age 7 and self-report for abuse at age 16 (relatively close to the events). Analysis of outcomes by type of abuse and neglect is also of potential interest. Although the authors might give more consideration to this issue -that is what is the value of knowing that the observed impact of child maltreatment on physical functioning differs by type of abuse. That is the "so what" question is yet to be answered.
An explanation for this choice would be helpful. In terms of missing data, while the authors go to considerable lengths to impute missing data for their eligible cohort, no attention is given to the fact that this study is using a restricted cohort, representing just 44% of the enrolled cohort. The restricted cohort is by definition a study of survivors, both literally -nearly 18% of the cohort had died and in terms of connection to the survey after 50 years. It is almost certain that those not included in the study sample will have experienced on average more severe effects of child maltreatment (including death). Some discussion of what this might mean for interpretation and generalisability of results is needed. The authors do not for example report the prevalence of neglect and each type of abuse at time of collection and in the study sample.
This might give a better indication of the representativeness of the sample. The authors might find it useful to look at publications by Doidge3.
The underlying conceptual model is not entirely clear, especially the treatment of covariates, and whether they are likely to represent confounders or be on the causal pathway. For example the treatment of education and smoking seems to ignore the postulated relationship between child maltreatment and education, and smoking.
The authors might like to reflect on the discussion and especially the conclusion where they seem to be struggling to highlight any concrete value of the findings. To conclude that the study provides an argument for preventing child maltreatment seems very weakas if there is not sufficient reason already without this study to seek to prevent child maltreatment. I suggest the authors rethink the value of their findings that is more specific to what their study adds. They might do well to look at the 2003 paper by Springer and colleagues4 that in noting the effect of child maltreatment on a range of physical health conditions, conclude that clinicians need to be more alert to the role of child maltreatment in physical symptomology. This paper could add weight to their case in informing clinical practice. It highlights the need to address the trauma of child maltreatment to reduce consequences. Prevention is not the only option here -and entirely unhelpful for the millions already exposed to child maltreatment.
In terms of specific queries -childhood socioeconomic position is incompletely defined in Table 1 . Is it based on mother"s, father"s, or both employment situation? It is not clear where those not in the workforce or who are long term unemployed are allocated. I also find the abbreviation SEP an unnecessary distraction.
Reeve RD & Van Gool K, "Modelling the relationship between child abuse and long-term health care costs and wellbeing: results from an Australian community-based survey ', Economic Record, 2013 Sept; 89(286) : 300-318. Doidge J, "Responsiveness-informed multiple imputation and inverse probability-weighting in cohort studies with missing data that are non-monotone or not missing at random", Statistical Methods in Medical Research, doi: 10.1177/0962280216628902, published online before print 16 March 2016 Doidge JC, Edwards, B, Higgins DJ, Segal L, "Adverse childhood experiences, non-response and loss to follow-up: Findings from a prospective birth cohort and recommendations for addressing missing data", Longitudinal and Life Course Studies, in press.
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GENERAL COMMENTS
1. The research objective is stated in the abstract, and towards the end of the introduction.
2. Providing a short definition of "physical functioning" in the abstract may make it clear for prospective readers that this article is distinct from previous research which has focused on chronic health conditions (e.g. Dube et al., 2009; Brown et al., 2010; Anda et al., 2008) , used subjective self-reports of general health (e.g. LoganGreene, Green, Nurius, & Longhi, 2014), or reported physical functioning as one of a number of outcomes (e.g. Rose, Xie, & Stineman, 2014; Edwards, Anda, Felitti, & Dube, 2004) . It is helpful that the authors have defined child maltreatment as including child abuse and neglect in the abstract.
3. A purposive sample from a longitudinal birth cohort of adults selected based on their date of birth seems appropriate for understanding the associations between child maltreatment and physical functioning in the wider population. It seems appropriate that the 36 Item Short Form Health Survey (SF-36) was used as it has been validated for the general population in Britain (e.g. McHorney, Ware, Lu & Sherbourne, 1994; Brazier et al., 1992) and used in previous studies in this area of research (e.g. Dickinson & Candib, 1999; Edwards, Anda, Felitti, & Dube, 2004) . The use of interviews is appropriate to ascertain self-reports of health, and the use and scoring of these replicates studies referenced in the article. Examining congenital disability and developmental delay as covariates may have strengthened the study"s contribution to how maltreatment contributes to decreased physical functioning independent from other early life factors. In addition, examining chronic health conditions and acquired disabilities as potential intermediary factors could have generated a greater understanding of the potential mechanisms between childhood maltreatment and adult physical functioning.
4. In general, the methods are explained in great detail. However in order to replicate the study it would be useful to have access to the definitions of each category of maltreatment used. Greater detail about the participants, for example socioeconomic information and ethnicity would also assist with the study's replication.
5. Ethical approval and the participants" informed consent for the study was addressed. A further comment about what information the participants were provided with before consenting to participating in this stage of the research may strengthen the article from an ethical standpoint.
6. The main outcome of physical functioning was described adequately in reference to how it is used in the SF-36. However given a focus on physical functioning as an outcome defines this study, expanding on the definition of physical functioning and it"s broader implications may establish the readers" understanding of this as an important area of research, and one which is relevant to their practice. Framing the outcome of physical functioning within a universal and interdisciplinary model such as the International Classification of Functioning, Disability and Health (World Health Organisation [WHO] , 2002) could be considered to locate the outcome in relation to other health and participation outcomes while using universal and interdisciplinary terminology. The outcomes of mental health and self-rated health were adequately described in relation to the measures used.
7. Logistical regression is an appropriate method to assess the associations between each category of maltreatment and the outcomes of interest. The testing for possible confounding factors seems to have been completed using appropriate methods.
8. A breadth of current as well as seminary research is cited.
9. No further comments.
10. The outcomes are interesting, and it is important that these are optimally accessible to the reader. The readability of the document may be improved by reporting the results, and the discussion of the results, in the same order as the related objectives in the introduction. At times the significance of the result being reported was lost because of the paragraph or sentence structure. For example, in the second paragraph under "results" it may be more effective to use shorter and simpler sentences.
11. The discussion summarises the findings relevant to the outcomes of the study in a succinct and palatable manner.
12. To increase the breadth of limitations acknowledged the omission of congenital disability and early life developmental delays as covariates could be discussed. Examining chronic health conditions and acquired disabilities as potential intermediary factors could be noted as an area for future research in "conclusions and implications". 13. -15. No further comments. Thank you for committing your time and energy to researching these important potential outcomes of childhood maltreatment. The results of the study are convincing and fascinating. I hope that these and other revisions improve the influence that the results have on the practice and research of BMJ readers.
VERSION 1 -AUTHOR RESPONSE

Reviewer: 1 Richard Thompson
Comment: This article is well-written and clearly the research methods address the question appropriately. A clear area of concern is the extent to which this longitudinal study addresses the limitations of earlier work in this area. Specifically, as the authors note, the original ACEs studies in the United States and other early work depended on retrospective recollection of child abuse (and other adversities) recalled at the same time that health was assessed. In the current study, health outcomes are assessed at 50, while neglect is assessed at age 7 and 11, and other forms of maltreatment are assessed (retrospectively) at age 45. While this addresses some concerns with cross-sectional research, this is not prospective assessment of child abuse in any meaningful sense. The authors acknowledge this briefly, but do not, I feel, adequately grapple with the limitations that this imposes. For example, an hypothesis that poor health colors recollections of childhood cannot be completely rejected here, even with child abuse assessed five years before poor health. Suppose that poor health is roughly consistent over age 45-50 (it likely is). Suppose that those with poor health were more depressively ruminative about their childhood while in poor health. These same people who have biased reports of child maltreatment at age 45 would also (later) report poor health, but age 45 health would be the single predictor of both age 50 poor health and reports of child maltreatment. I don't think this scenario is very likely, but the problem is that in the current form, the study cannot rule it out. From this perspective, it is only a modest improvement over the earlier research. This is still substantial and important, but it is also important to fully acknowledge the limited nature of the improvement, as a pointer for the way forward in this area.
Response: We agree that retrospective assessment of child abuse imposes limitations and that poor adult outcomes may colour recollections of childhood. We have amended the discussion (p11) as follows: "There are concerns that the validity of retrospective reports of child maltreatment could be influenced by current circumstances[51]; we acknowledge that we cannot rule out this possibility." We base our view (similar to the reviewer"s) that the scenario outlined is very unlikely on several strands of supportive evidence, notably:
-Results for self-rated health (ages 23 to 50y) are particularly informative in relation to recall bias as it is unlikely that status at 23y (a relatively healthy life-stage) would be influenced by possible colouring of responses occurring more than 20y later at 45y and 50y.
To be more explicit about the relevance of these results, we have edited the discussion (p11) "However, results for self-rated health at different ages suggests that recall bias is unlikely to account for associations observed for outcomes at 50y: i.e. findings for self-rated health at 23y (many years prior to the reporting of abuse) were generally consistent with those seen for self-rated health at 50y. It is relevant that measures of child abuse were ascertained five years prior to our main outcome, and also that our previous studies have shown expected associations between retrospective reports of abuse and prospectively measured family dysfunction [52] and mental health [41] , suggesting good construct validity." We appreciate the reviewer"s assessment that our study offers substantial and important (although still modest) improvements over earlier research. For example, we consider ability to control for other early life adversities (prospectively measured) to be an important advancement and identify this as such. We hope that the edits described above (and also those made in response to the other reviewers) now fully acknowledge the limitations ("as a pointer for the way forward in this area").
Reviewer: 2 Leonie Segal
Comemnt: point 5. The ethics approvals related to the data gathering and obligations on those using the data are incompletely described. , respondents were given an information booklet before they agreed to participate: they were reassured on the confidentiality of their responses and reminded that they could choose not to answer questions. Respondents gave consent for their information to be deposited at the UK Data Archive and used anonymously for research purposes. Data analysts agreed to comply with the Data Archive"s "terms of use". " This edited text (above) summarises the following information: -Information booklet: "We take very great care to protect the confidentiality of the information we are given. The results will not be published in a form which can reveal your identity. This will only be known to the research team". The booklet specifically mentions mental wellbeing: "We would like to measure the different types of feelings and emotions that you experience. This will involve the nurse interviewing you for a few minutes using a computer-assisted questionnaire, and some additional questions which you answer privately. Some of the questions are about relationships in your family when you were a child. For a few people this may cause unpleasant memories. As with every part of the survey, you may choose not to answer these questions if you wish." -Consent: I "Give my consent for the results of measurements and laboratory tests carried out on me as part of the medical examination of the National Child Development Study to be deposited at the Economic and Social Research Council Data Archive, as part of the National Child Development Study dataset. I understand that the archived information will be coded and used anonymously for research purposes only, and will not include my name or address."
Comment: point 8, The literature search strategy is unclear -seems references to other studies exploring this question are not included.
Response: This point is covered below in responses to attached comments.
Coment: point 11. The conclusions provide a relatively weak justification for the study.
Comment: point 12. The implications for the cut-down study sample at 44% of the enrolled population has not been adequately addressed.
Comments in the attached document: This paper is concerned with describing the relationship between different types of child maltreatment and physical functioning. Child maltreatment was measured at age 7 for neglect and age 16 for sexual abuse, physical abuse, psychological abuse and witnessing domestic violence. This is a potentially useful piece of work to further highlight the considerable and diverse harms associated with child maltreatment and specifically its involvement in poor physical functioning. The manuscript is generally well written (although some sections are less clear) and the tables are well designed. There are however many ways in which the manuscript could be improved.
Response: Thank you for the positive comments on our manuscript. Below we highlight how we have addressed specific concerns on clarity and also changes made to improve the manuscript. Given possible misunderstandings (e.g. we do not state that there are few studies of physical health problems but identify the deficiency in the literature on physical functioning) and since reviewers 1 and 3 do not raise concerns regarding the literature (rev 3: "A breadth of current as well as seminary research is cited") we have limited our edits to the paper on this point. Namely, we now provide a short definition of "physical functioning" in the abstract to make it clear that this article is distinct from previous research which has focused on chronic health conditions and other outcomes (reviewer 3, point 2). Moreover, our edits in response to reviewer 3"s point 6 on WHO"s conceptual framework for classifying functioning, disability and health may also serve to emphasise the distinct outcome examined in our study.
Although not described in the manuscript, we adopted the following strategy to identify relevant papers, i.e. with adult physical functioning as the outcome, searching: -the most recent systematic review available to us at the time of undertaking the work (reference 10 in the manuscript: Norman et al. The Long-Term Health Consequences of Child Physical Abuse, Emotional Abuse, and Neglect: A Systematic Review and Meta-Analysis. PLOS Med 2012;9:e1001349. doi:10.1371/journal.pmed.1001349) -literature appearing since 2012 (i.e. the publication year of Norman et al) that quoted this review -databases including PubMed, PubMed Central, google scholar, and UCL explore. Search terms included: e.g. ("child*" and "maltreatment" or "abuse") and ("health" or "physical function" or "capability" or "quality of life" or "disability"). The search terms were used for all fields (including title, abstract, keywords and full text). We also used back-tracking to find earlier relevant sources, and forwardtracking to find literature referring to primary sources.
Comment: The study presents some useful results, noting that the characterisation of neglect and abuse can be considered well-specified, being based on early 3rd party assessment for neglect, at age 7 and self-report for abuse at age 16 (relatively close to the events). Analysis of outcomes by type of abuse and neglect is also of potential interest. Although the authors might give more consideration to this issue -that is what is the value of knowing that the observed impact of child maltreatment on physical functioning differs by type of abuse. That is the "so what" question is yet to be answered.
Response: The value in knowing that the observed impact of child maltreatment on physical functioning differs by type of abuse lies in the possible clues it provides on the mechanisms involved. We have shown that for neglect and sexual abuse, associations with physical functioning were partially explained by education level and adult socioeconomic position; whereas findings for psychological abuse suggest that the association with physical functioning may be explained partly by psychological distress rather than socio-economic factors.
We have edited our discussion to now read "These findings suggest that different maltreatments, and social disadvantage, may have unique pathways to poor physical functioning; this provides important clues on likely child to adult mechanisms and potential intervention targets." This edit together with those described below concerning conclusions from the study, address the "so what" question.
Comment: The authors report odds ratios, not relative risks, even though the latter are simpler to interpret, and in fact it seems that the authors have interpreted the OR as if they are RR. An explanation for this choice would be helpful.
Response: We have edited the manuscript throughout to refer to odds and odds ratios. We chose to examine associations as odds ratios as most of our outcomes were binary, and in order to maintain comparability with previous studies (which mostly report odds ratios).
Comment: In terms of missing data, while the authors go to considerable lengths to impute missing data for their eligible cohort, no attention is given to the fact that this study is using a restricted cohort, representing just 44% of the enrolled cohort. The restricted cohort is by definition a study of survivors, both literally -nearly 18% of the cohort had died and in terms of connection to the survey after 50 years. It is almost certain that those not included in the study sample will have experienced on average more severe effects of child maltreatment (including death). Some discussion of what this might mean for interpretation and generalisability of results is needed. The authors do not for example report the prevalence of neglect and each type of abuse at time of collection and in the study sample. This might give a better indication of the representativeness of the sample. The authors might find it useful to look at publications by Doidge3.
Response: We have edited the manuscript in relation to this important point and also include (below) additional information (not shown in the manuscript) that draws on our previous work on attrition and on possible biases. Specifically on p12: "Finally, there has been attrition of the study sample over time: although respondents in mid-adulthood were generally representative of the surviving cohort, disadvantaged groups were the most likely to be under-represented [32] . As expected, child maltreatment groups are more likely to be under-represented in our study: e.g. for neglect the prevalence was 9.6% in the study sample vs 12.5% in the childhood sample. However, previous work on potential attrition bias relating to child maltreatment in this cohort suggests that effects are negligible for associations with mental health at 50yr [41] ; even so, the possibility of such bias cannot be ruled out. For missing data, we maximised available data by including all who participated at 50yr who had data on retrospective measures of abuse and followed current guidelines on multiple imputation to avoid sample reduction due to missing data [53] ."
Additional information: details of previous work relevant to the likely effect of sample attrition (below) are not given in the manuscript as, if the issue is to be clear, such details require a lengthy discussion. Reassuringly, our previous work on child neglect and mental health (MHI-5) at 50yr (i.e. a secondary outcome here) found that main findings were unaltered when we compared associations in the analysis sample (i.e. 8,000-9,000 similar to that used here) with those in a larger sample (n=15,678 with prospective child neglect data and 50yr outcome imputed where missing) [41] . Information to support the statement above is shown in the table (note: there are minor differences between this previous work and our current manuscript e.g. in analysis samples and in handling of variables (continuous vs categorical)).
Mean Difference (95% CI) in 50y Mental Health z Scores for child neglect Cumulative Neglect* in study sample (N=8928) sample at data collection (N=15,678) Adjusted for gender 0.09 (0.08 to 0.11) 0.10 (0.08,0.12) Adjusted for covariates** 0.09 (0.06 to 0.11) 0.09 (0.07,0.11) *Mean difference per unit higher neglect score, range 0 to 4+ **Gender, birth weight, maternal smoking during pregnancy, birth order, maternal age, father"s class at birth (4 categories: professional/managerial; skilled nonmanual; skilled manual; semi-skilled/unskilled manual), mother"s/father"s education, household amenities.
Comment: The underlying conceptual model is not entirely clear, especially the treatment of covariates, and whether they are likely to represent confounders or be on the causal pathway. For example the treatment of education and smoking seems to ignore the postulated relationship between child maltreatment and education, and smoking.
Response: We agree that it is important to differentiate between covariates (e.g. childhood socioeconomic position) and potential intermediary factors (e.g. education and smoking) and had attempted to cover this with sub-headings for these two groups of factors in the methods section. In hindsight, given the reviewer"s comment, we see that our distinction between "covariates" and "potential intermediary factors" needed to be reinforced. We have thus edited the text in several places to improve follow-through across the paper regarding the distinction between covariates and potential intermediary factors, including: -minor edits to the end of the introduction (i.e. identifying education, adult smoking etc as potential intermediary factors) -analysis section (p8) "To assess the role of potential intermediary factors (smoking, mental health, education, and adult socioeconomic position) in explaining associations between maltreatment and physical functioning…". (This edit helps draw a distinction between this second group of factors and the covariates mentioned earlier in the same paragraph) and also ties to the 5th paragraph of the results.
-minor edits to the first and also the 5th paragraph of the discussion to clarify when we are referring to covariates and when to potential intermediary factors.
-edits made in response to reviewer 3, point 3, which also concerns potential intermediaries.
Comment: The authors might like to reflect on the discussion and especially the conclusion where they seem to be struggling to highlight any concrete value of the findings. To conclude that the study provides an argument for preventing child maltreatment seems very weak -as if there is not sufficient reason already without this study to seek to prevent child maltreatment. I suggest the authors rethink the value of their findings that is more specific to what their study adds. They might do well to look at the 2003 paper by Springer and colleagues4 that in noting the effect of child maltreatment on a range of physical health conditions, conclude that clinicians need to be more alert to the role of child maltreatment in physical symptomology. This paper could add weight to their case in informing clinical practice. It highlights the need to address the trauma of child maltreatment to reduce consequences. Prevention is not the only option here -and entirely unhelpful for the millions already exposed to child maltreatment.
Response: Thank you for these helpful suggestions. We have edited our concluding paragraph by adding "It has been argued elsewhere that clinicians and others, including policy-makers, need to be aware of the later chronic physical and mental health problems associated with child maltreatment [56] , and our findings suggest that this applies also to physical mobility and functioning with advancing age. Unless findings such as those shown here are recognised and action taken, opportunities will be missed to prevent detrimental long-term outcomes of child maltreatments."
We have also edited the last sentence of the abstract to change the emphasis from prevention of maltreatments to preventing their ill-effects: "Prevention or alleviation of the ill-effects of maltreatment could be an effective policy intervention to promote healthy ageing."
Comment: In terms of specific queries -childhood socioeconomic position is incompletely defined in Table 1 . Is it based on mother"s, father"s, or both employment situation? It is not clear where those not in the workforce or who are long term unemployed are allocated. I also find the abbreviation SEP an unnecessary distraction.
Response: We have added details re socioeconomic position to Table 1 (the footnote clarifies that "socioeconomic position was imputed for fathers" who were unemployed or sick"). Given that this now duplicates much of what was previously included in the text, we have now shortened the description and refer readers to the table: "childhood socioeconomic position (father"s occupation, as in Table 1 )". The abbreviation SEP has been replaced by "socioeconomic position" throughout the text.
Reviewer: 3 Julia Mason
Comments and Responses: 1. The research objective is stated in the abstract, and towards the end of the introduction. No response required 2. Providing a short definition of "physical functioning" in the abstract may make it clear for prospective readers that this article is distinct from previous research which has focused on chronic health conditions (e.g. Dube et al., 2009; Brown et al., 2010; Anda et al., 2008) , used subjective self-reports of general health (e.g. Logan-Greene, Green, Nurius, & Longhi, 2014), or reported physical functioning as one of a number of outcomes (e.g. Rose, Xie, & Stineman, 2014; Edwards, Anda, Felitti, & Dube, 2004) . It is helpful that the authors have defined child maltreatment as including child abuse and neglect in the abstract. Response: Thank you for this helpful suggestion. We have edited the abstract as suggested. 3. A purposive sample from a longitudinal birth cohort of adults selected based on their date of birth seems appropriate for understanding the associations between child maltreatment and physical functioning in the wider population. It seems appropriate that the 36 Item Short Form Health Survey (SF-36) was used as it has been validated for the general population in Britain (e.g. McHorney, Ware, Lu & Sherbourne, 1994; Brazier et al., 1992) and used in previous studies in this area of research (e.g. Dickinson & Candib, 1999; Edwards, Anda, Felitti, & Dube, 2004) . The use of interviews is appropriate to ascertain self-reports of health, and the use and scoring of these replicates studies referenced in the article. Examining congenital disability and developmental delay as covariates may have strengthened the study"s contribution to how maltreatment contributes to decreased physical functioning independent from other early life factors. In addition, examining chronic health conditions and acquired disabilities as potential intermediary factors could have generated a greater understanding of the potential mechanisms between childhood maltreatment and adult physical functioning.
Response: Regarding early life covariates, identifying congenital disability or markers of developmental delay is not straightforward in our study and, for this reason, we instead included parental report of physical disability or cognitive impairment of their child at age 7y (i.e. at the first survey after the initial birth study) as a proxy for early life disabilities. 4. In general, the methods are explained in great detail. However in order to replicate the study it would be useful to have access to the definitions of each category of maltreatment used. Greater detail about the participants, for example socioeconomic information and ethnicity would also assist with the study's replication.
Response: Further information on the definition of each type of maltreatment has been added to Table 1 , including categorisations (i.e. for teacher assessment of child"s appearance, for reports of abuse and for combining questions for psychological abuse). We also now include childhood socioeconomic position in Table 1 . We have added details of participants including socioeconomic information in Supplementary Table1, and refer to this in the first paragraph of the results: "Characteristics of the included sample are shown in supplementary table 1."
Response: We have expanded the description of ethics approvals as described above in response to reviewer 2, point 5.
Response: In response to this helpful comment we have edited the last paragraph of the introduction, now mentioning (p5): "International standards for defining physical functioning and disability and links between these concepts have been developed in the World Health Organisation"s "International Classification of Impairments, Disabilities and Handicaps" recently revised as the International Classification of Functioning, disability and health (ICF) [23] . Whilst the ICF provides a comprehensive framework, it has been suggested that the physical functioning sub-scale of the Short-Form 36 [24] [25] [26] is a useful tool for measuring mobility disability in epidemiological studies [27] . Hence, we used this sub-scale in our study.
7. Logistical regression is an appropriate method to assess the associations between each category of maltreatment and the outcomes of interest. The testing for possible confounding factors seems to have been completed using appropriate methods. No response required 8. A breadth of current as well as seminary research is cited.
Response: Thank you for this assessment.
Response: The suggestion regarding ordering across aims, results and discussion has proved difficult to implement partly because results follow analysis stages and partly because, in the discussion, we have followed the BMJ"s suggested structure. However, we have made minor edits to paragraph 2 of the results to shorten sentences and have reordered the points in the 1st paragraph of the discussion (p10-11). We hope that the reviewer will agree that the edits made in response to comments from all three reviewers has improved the clarity of the text, particularly in relation to the significance of the results.
Response: Thank you. No response required 12. To increase the breadth of limitations acknowledged the omission of congenital disability and early life developmental delays as covariates could be discussed. Examining chronic health conditions and acquired disabilities as potential intermediary factors could be noted as an area for future research in "conclusions and implications".
Response: Please see our response to point 3 above.
13. -15. No further comments. Thank you for committing your time and energy to researching these important potential outcomes of childhood maltreatment. The results of the study are convincing and fascinating. I hope that these and other revisions improve the influence that the results have on the practice and research of BMJ readers.
Response: Thank you for these positive comments.
